Lionel Colledge thought it might be regarded as a basal-cell carcinoma. Extensive Pharyngeal Ulceration.-IAN ROBIN. W. G., male, aged 24. Extensive pharyngeal ulceration with necrosis of the soft palate and fauces was first noticed over three years ago. Very little change in the clinical condition in the past two years. Chest: X-ray normal. Blood W.R. negative. Three biopsies have all shown "simple granulation tissue only". Swabs have grown on culture Staph. aureus (penicillin-sensitive), and non-hamolytic streps. Blood vitamin C content normal.
Blood-count shows simple "secondary anwmia" with Hb% varying between 50 and 85. For many years the patient has suffered from severe ulcerative colitis. This has been treated medically, and also by appendicostomy. X-rays of the colon show marked "pipe-stemming". The small firm gland in the right side of the neck has been present for at least seven years. The patient suffers also from infantilism, for which he has received various hormones.
Treatment of the pharyngeal condition has included local and parenteral arsenic; local and parenteral penicillin; large doses of vitamin C; iron; frequent blood transfusions; nearly all of the sulphonamides both locally and by mouth.
The patient is now awaiting admission to hospital for an ileostomy, and subsequent colectomy.
V. E. Negus said he had iat the present time a case of a similar type under his care, and he had seen one or two in the past. Some had been spoken of as malignant granulomata and others had been given various names. The man he had in mind came from the Army in North Africa, but there had never been an accurate diagnosis. The condition was not syphilitic nor tuberculous nor was it reticulosis. It improved a little with penicillin, which was given both by injection and in pastilles, but it improved only because that got rid of the secondary penicillin-sensitive organisms. It extended over much the same area as Mr. Robin's case. The patient was now having intrabuccal irradiation; the ulceration appeared to be healing rapidly. Although it might theoretically be the wrong treatment for an inflammatory process there did seem to be a good result. Diathermy was not a good form of treatment in this case, though it had been tried.
G. Ewart Martin said he had seen three almost identical cases. So far they must admit failure in diagnosis -of these cases. A tentative diagnosis of reticulosis was made in two cases but he was certain this was incorrect. The third case, a woman of 28, developed a small ulcer on the side of the tongue making swallowing painful. The ulceration continued and eventually the tongue split in two. Serial sections apparently showed simple granulation tissue and every possible 'blood test had been negative. There was no definite agranulocytosis. The patient became pregnant, the 'baby was born without any difficulty 'and was perfectly healthy. The ulceration continued slowly causing a great deal of pain on swallowing. The patient lost and gained weight alternately. Deep X-ray therapy was tried and the upper pant of the ulcer healed but it appeared on the posterior pharyngeal wall, passing down as far as the epiglottis. A superficial ulcer appeared on the skin over the thyroid cartilage. Pus from this ulcer showed no definite infection and it eventually healed with deep X-ray therapy. The blood-count has varied. For some time there was a general anemia and this responded to blood transfusions. Since five blood transfusions were given the ulcer has been Dartly controlled. The patient was very bright and had put on weight but talking and swallowing were difficult. The diagnosis had failed.
Carotid Body Tumour.-IAN ROBIN. W. H., female, aged 22. Noticed three years ago a firm swelling behind the angle of the mandible about the size of a walnut, with the suspicion of an extension upwards and deeplv; marked transmission of carotid impulse. Patient found to have paralysis of the left vocal cord, left side of soft palate, left trapezius and sternomastoid muscles, left side of tongue, and left cervical sympathetic. No abnormality in nasopharynx, pharynx or larynx. Blood picture normal.
Dwiagosis of carotid body tumour made. In September 1944 Mr. Hamilton Bailey excised the tumour, after preliminary ligature of the carotid artery. The tumour was well encapsulated, but extended up to the base of the skull, and actually had to be "chipped off" the bone.
Mvicroscopy confirmed the nature of the tumour Bilateral Abductor Palsy Following Thyroid Operation Two Years Ago.-N. A. JORY.
L. F., female, aged 56. Two years ago had thyroid operation, after which she had difficulty in breathing. Two months ago attended hospital on account of this. Seen to have bilateral abductor palsy of larynx with stridor and cyanosis. Phonation good.
One month ago admitted to hospital, and low tracheotomy performed.
V. E. Negus said that Sir StClair Thomson, who had strong views on the subject. advocated permanent tracheostomy.
If the patient had a properly constructed tube, of the right shape, and if that tube were properly shaped at the -outer end, it was possible to have it made with a valve which gave a wi4p aperture. The valve did not then -project; such tubes were now made and were very convenient because they were out of sight. There was also very little trouble in inserting one into the trachea.
Proceedings -of the Royal Society of Medicine 32 H. V. Forster said that he had had referred to him a case like the one under discussion. The bilateral abductor palsy had followed an operation on the thyroid gland. He saw the patient from time to time, but remembering the teaching of the late Sir StClair Thomson, would continue to encourage her to wear her tracheotomy tube and not to submit to any kind of intralaryngeal operation.
J. C. Hogg said that he agreed with what speakers had said with regard to permanent tracheotomy tubes. He had a patient who had this disability after a thyroid operation and in due course he had fitted her up with a flap valve which had enabled her to speak but she had refused to go on with it because she could breathe in through it but owing to paralysis of the cords she could not breathe out properly. She decided that it was not good enough and she put a finger on her tracheotomy tube and one would not have known that she had a disability at all. Section ofLaryngology with Section ofOtology CONIBINED SUMMER MEETING HELD IN LONDON [June 1, 1945] LARYNGOLOGICAL SESSION Chairman-C. GILL-CAREY, F.R.C.S.Ed.
(President of the Section of Laryngology)
External Operation on the Nasal Sinuses By NORMAN PATTERSON THE operation is designed to give an adequate exposure of the ethmoidal cells, sphenoidal sinus, and maxillarv antrum by means of an external route of approach. The skin incision is made in the line of the naso-jugal fold and the resuilting scar is practically invisible. The method of approach possesses the advantage, so far as the maxillary antrum is concerned, of avoiding a route, as in the Caldwell-Luc operation, through the cavity of the moLith which is always more or less septic.
Since bringing the maxillary antrum into the compass of the operation I have found that not onlv exposure of the lacrimal duct, but free mobilization of this structure by removing the bone which surrounds it is necessary if the operation is to be thoroughlv and successfullv carried otut.
Nearly all the patients subjected to operation have suffered from extensive polypi; frequentlv the an-trum has also been involved, often being filled with polypi. Most of the patients had already undergone several unsuccessful operations.
The skin incision begins immediately below and external to the internal calithus and follows the naso-jtugal fold in an outward and slightly downward direction for about an inch. The skin should be sliced rather than cut vertically to its surface and if the incision is made slightly wavy the best cosmetic result is obtained. After making the incision the evelids are brought together by two or three stitches to avoid injury to the conjunctiva. The fibres of the orbicularis oculi are separated with a blunt dissector till the infraorbital margin is exposed. At this stage it is advisable to insert a stitch of strong material through the skin and soft tissues just internal to the inner end of the skin incision; this prevents tearing when the sides of the wound are retracted.
The periostetum is now incised immediately below the infra-orbital margin making sure that this membrane is divided right down to the bone; it can now be elevated from the upper part of the anterior surface of the maxilla hearing in mind the position of the infra-orbital foramenl. The upper part of the ascending process of the maxilla is denuded of periosteum, care being taken not to interfere with the attachment of the internal tarsal ligament. The periosteum is elevated from the anterior and inner part of the floor of the orbit. It is now possible using a sharp gouge to remove a small portion of the lowver orbital margin and so bring into view the muco-periosteum in the region of the anterior superior angle of the maxillary antrum. The antrum can now be opened.
At this stage a swab should be taken for subsequent bacteriological eTamination. The next step is to expose the outer surface of the lacrimal duct by removing bone from the neighboutrhood of the lower part of the lacrimal groove. A piece of bone often comes awvay bearing the impress of the lacrimal duct. The antrum may now be
